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Abstract 
 
Varicella-zoster virus (VZV) infection causes two clinical distinct diseases, varicella and 
herpes zoster (HZ).  Herpes zoster, commonly known as shingles, is a result of the reactivation 
of dormant VZV in individuals who previously received a varicella vaccination or previously 
experienced a primary varicella infection, commonly known as chicken pox.  While rare, HZ can 
occur during pregnancy.  Maternal and fetal mortality is not associated with HZ, and active 
passage of VZV to the fetus rarely occurs, however HZ does increase maternal morbidity.  The 
following case report describes the clinical features, diagnosis, and treatment options in a patient 
with typical HZ presentation.  A literature review was performed using electronic data bases 
(CINAHL, PubMed) and supplementary sources to further review modes of transmission, 
epidemiology, and current treatment recommendations during pregnancy, a non-typical HZ 
presentation.  Clinical implications during intrapartum and postpartum phase are discussed, as 
well as the role of immunization, prevention, complications, and post-exposure prophylaxis 
measures.  While maternal HZ infection has a minimal effect on the fetus its complications cause 
a significant burden; it is important to for the provider to focus care on the mother with 
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Herpes Zoster in Pregnancy 
Varicella-zoster virus (VZV) is a human alpha herpesvirus which causes two clinically 
distinct diseases.  Varicella, commonly known as chickenpox, is a highly contagious primary 
VZV infection which manifests following exposure via direct person to person contact or 
inhalation of aerosolized vesicular fluid from skin lesions or respiratory secretions (Lachiewicz 
& Srinivas, 2016). Herpes zoster (HZ), commonly known as shingles, is a contagious secondary 
VZV infection caused by reactivation of the virus which remains in a dormant state in the 
sensory nerve ganglia following primary infection.  This reactivation is due to waning cell-
mediated immunity of various causes, including advancing age, immunocompromised states, 
physical trauma, comorbid conditions, autoimmune conditions, and pregnancy (Albrecht & 
Levin, 2019).  
Herpes zoster in pregnancy, while rare, may result in physical suffering and emotional 
stress to an individual in an already complex state.  Clinical symptoms of the prodromal phase 
may mimic more common pregnancy complications depending on the dermatome affected, such 
as biliary colic or renal colic, leading to exhausting extensive medical work-ups (Hayward, 
Cline, Stephens, & Street, 2018).  In addition to pain and discomfort, the acute phase of HZ in 
pregnancy may also cause patient apprehension about maternal and fetal outcomes.  It is 
imperative for the provider caring for pregnant women be able to properly answer patient 
questions regarding expected clinical course, potential complications, available treatment 
measures, and maternal/fetal outcomes following a clinical diagnosis of HZ.   
 While the patient in the case presented is not pregnant, she represents a subsect of the 
population at higher risk for the development of HZ.  As an elderly woman with an autoimmune 
disorder, she exhibits three characteristics a clinical provider should take into consideration when 
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formulating differential diagnoses.  This case report should be used as a reminder for clinicians 
to consider the importance of thorough health history and that further investigation may be 
warranted when a common disease manifests in uncommon forms.   
Case Report 
E is a 70 year old female, with a known health history significant for essential 
hypertension and rheumatoid arthritis, who presents to the clinic alone for evaluation of right 
lower back pain which began two days ago.  She related she initially noted the pain upon 
awakening and described it as burning and itching in character.  She stated she had not noticed 
any radiation of pain to her upper back, middle back, or down her legs; she felt the pain was 
exacerbated if she rubbed or applied pressure to the area.  She stated she had not been able to 
properly view this area of her body, but has palpated some sort of “bumpy rash” in the 
generalized region.  E related she had been using ice compresses and Tylenol 650 mg PO PRN 
for management of symptoms; she stated the ice has worked well, but the Tylenol offered her 
little relief.  She denied any recent injury to the area, muscle strain, or overexertion.  She denied 
any changes to bowel or bladder patterns, and stated she has never experienced this pain before.  
Additionally, she denied any recent outdoor activities, recent travel, family illnesses, or exposure 
to anyone with a rash or illness.  
 Upon physical examination, a 5.5-inch by 2.5-inch erythematous area with grouped 
papulovesicular lesions and crusts was observed on the right mid-flank. The lesions and crusts 
were located within the T11 dermatome.  The remaining physical examination was unremarkable 
with no additional areas of erythema, lesions, or crusts noted.  Oral review of E’s health history 
revealed a previous varicella zoster infection in her youth from which she recovered without 
complication.  She denied receiving any varicella or zoster vaccinations in adulthood.  Given the 
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clinical presentation, it was suspected E was experiencing an uncomplicated acute herpes zoster, 
colloquially known as shingles.   
 Treatment options were discussed with E, including antiviral medications and expectant 
management with comfort measures. E was prescribed Valacyclovir (Valtrex) 1000 mg PO TID 
for seven days due to the decreased daily dosing frequency.  She was educated on the goals of 
antiviral therapy, including the healing of current skin lesions; prevention of new lesion 
formation; reduction of transmission risk via decreased viral shedding; lessening the severity and 
duration of pain; and prevention of postherpetic neuralgia.  Additional analgesics and comfort 
measures discussed included staggering doses of over-the-counter nonsteroidal anti-
inflammatory drugs (NSAIDs) and acetaminophen; she was instructed to continue the use of 
intermittent cold compresses if relief was provided.  E was instructed to keep the rash clean and 
dry, and to not use salves, creams, or lotions on the lesions.   
 E was educated that the typical duration of infection lasts about three weeks, with most 
lesions drying-up in about 10 to 14 days.  She was instructed to keep the lesions covered with a 
nonocclusive, nonstick bandage and loose clothing while open lesions are present.  Education 
was provided regarding prevention of transmission to those who are immunocompromised, not 
immune to varicella, and pregnant women.  Signs and symptoms of secondary bacterial 
infection, worsening acute neuritis, and postherpetic neuralgia were discussed with E.  She was 
instructed to follow-up in 14 days for reevaluation of the herpes zoster, or sooner as warranted 
by discussion.   
Literature Review 
This review was initiated by literature searches utilizing electronic data bases (PubMed, 
CINAHL), with date parameters of January 2015 to present day.  Data included were identified 
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by English language literature, using the search terms “varicella-zoster virus,” herpes zoster,” 
“pregnancy,” “epidemiology,” “vaccination,” and “transmission.” Reference sections of relevant 
articles were utilized for identification of additional publications and reports within the 
aforementioned date parameters.  Supplementary data sources, such as the Centers for Disease 
Control and Prevention and UpToDate, were searched to access current guidelines, vaccination 
rates, epidemiology reports, potential complications, and recommendations for clinical 
management of HZ in pregnancy.   
Epidemiology 
The incidence of VZV infections rates have decreased rapidly in the United States (US) 
with the introduction of the varicella vaccination in 1995 (Harpaz & Leung, 2019).  Rates of 
varicella and HZ incidence among children in the US has declined 90 percent and 70-80 percent 
since this time, respectively, principally due to the varicella vaccination program (Lachiewicz & 
Srinivas, 2016).  The first vaccine approved by the Food and Drug Administration (FDA) in 
2006 for HZ was Zostavax, a live zoster vaccine (Centers for Disease Control and Prevention, 
2018). In 2017 the FDA approved Shingrex, a zoster vaccine recombinant adjuvanted (Centers 
for Disease Control and Prevention, 2018).  However, despite the introduction of two 
immunizations for the prevention of zoster, vaccine uptake remains low.   
In the US, the current annual incidence of HZ impacts more than 1.2 million individuals 
(Albrecht & Levin, 2019). Moreover, several studies have noted a 1-5 percent annual increase in 
incidence of shingles in adults aged 18-64 during the years 1996-2016 (Wolfson, Daniels, 
Altland, Black, Huang, & Ou, 2020).  Some studies have speculated the increase in HZ may be 
due to a decline in T-cell mediated immunity via childhood varicella vaccination, as endemic 
varicella enhances VZV-specific immunity (Albrecht & Levin, 2019).  However, as stated by 
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Wolfson et al., these findings have failed to be clinically substantiated (2020).  Additionally, the 
increasing incidence of HZ has occurred equally in countries lacking varicella immunization, and 
in the US as well in states without appropriate vaccination uptake (Albrecht & Levin, 2019). It is 
more likely the incidence of zoster increases with age due to better reporting, an idiopathic 
increase in autoimmune disease, and overall declining cell-mediated immunity.  
Data demonstrates that women experience a greater incidence of shingles than men, at all 
ages (Hayward et al., 2018).  Current overall incidence of HZ in women of reproductive age is 2 
cases per 1000 individuals (Schafer, Davis, & Phillippi, 2019).  The impact of zoster on 
pregnancy is estimated to occur once in every 20,000 pregnancies (Schafer et al., 2019). 
Transmission 
Transmission of VZV can occur horizontally, from person to person, and vertically, from 
mother to offspring (Ahn, et al., 2016).  It is important to consider, however, the transmission of 
VZV and the form of disease caused.  Varicella may be transmitted by direct contact with 
vesicular fluid, as well as by droplet or airborne spread of respiratory secretions (Hayward, et al., 
2018). While transmission of VZV via a varicella infection may reproduce varicella in a VZV-
naïve individual, it will not result in the manifestation of HZ.   
Herpes zoster, while less contagious than varicella, can still be spread via direct contact 
with virus-containing vesicular fluid (Hayward, et al., 2018).  For this reason, HZ is only 
communicable while active lesions are present and no longer poses a risk when all lesions are 
crusted over.  However, one study identified VZV deoxyribonucleic acid (DNA) to be present in 
the saliva of individuals during the prodromal stages of zoster (Albrecht & Levin, 2019). 
Varicella zoster virus is difficult to isolate in saliva so reproduction of this study has not yet been 
replicated.  However, this possible secondary route of transmission may explain the spread of HZ 
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from individuals with well-covered active shingles lesions to VZV-naïve individuals, as is noted 
in five different surveillance studies (Lachiewicz & Srinivas, 2016). 
It is important to note that VZV transmission from HZ does not result in shingles, but 
instead manifests as the primary form of the disease, varicella.  As such, an individual infected 
with shingles is only able spread the virus to VSV-naïve populations.  For this reason, special 
consideration is warranted for pregnant women as VSV is readily known to pass the placenta.  
Hayward et al., discusses a case in which a maternal varicella infection resulted in embryopathy 
following maternal contact with vesicular fluid on the scalp of an individual with HZ (2016).  
While rare, VZV has been documented to pass to the fetus due to active shingles in a pregnant 
mother (Hayward et al., 2016) (Ahn et al., 2016). These low rates of VZV transmission during 
active zoster are thought to be due to preexisting maternal antibodies as well as overall lower 
levels of viremia of VZV noted secondary infection than with primary infection.   
Pathophysiology  
Herpes zoster progresses in pregnancy similar to that of a typical infection presentation. 
The viral prodromal phase precedes skin manifestation by three-to-five days in 80 percent of 
individuals experiencing HZ (Hayward et al., 2016).  Unlike the manifestation of zoster lesions, 
prodromal symptoms are not uniform from the midline.  Generalized symptoms, including 
headache, fatigue, weariness, or mild temperature are occasionally cited.  In pregnant women, 
burning pain, circumscribed pain, or paresthesia of the prodromal period may mimic symptoms 
of afflictions more commonly noted in pregnancy, such as biliary colic or renal colic (Hayward 
et al., 2016).  Intense itching, tingling, and stinging may be felt within the area soon to succumb 
to active zoster (Schafer et al., 2019). 
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Following the prodromal phase, an erythematous macular rash develops which is 
indicative of the active phase of the disease.  In both pregnant and nonpregnant adults, the most 
common presentation of HZ is the eruption of papulovesicular cutaneous lesions (Schafer et al., 
2019). Over the course of two-to-four days the vesicles will become more confluent prior to 
developing into pustular skin lesions (Hayward et al., 2016). Zoster lesions are unilateral, and 
will not cross the midline of the body.  The lesions and rash are normally limited to one 
dermatome, but it is not uncommon for two to three neighboring dermatomes to be involved 
(Albrecht, 2018). On occasion, some individuals will experience scattered vesicular lesions apart 
from the principal rash, but still in the affected dermatome.   
In pregnant women, the most common area of HZ formation is the intercostal region, 
close to the bra line (Schafer, 2019).  The scapular region, lumbar region, and limbs are also 
occasionally noted.  Herpes zoster involving the T10 to L1 dermatomes poses a theoretical risk 
of intrauterine infection, as the sensory nerves to the uterus arise from these segments, however 
there have been no noted cases involving this scenario (Hayward et al., 2016).  Additionally, 
while there have been reports of vesicles extending into the perineum, labia majora, and labia 
minora of pregnant women, there have been no clinical or serologic evidence of VZV infection 
to the infants of these mothers (Hayward et al., 2016).  
Seven-to-twelve days following the eruption of the first vesicles, ulceration and crusting 
begins to occur (Schaefer et al., 2019).  Once these lesions are crusted and dry, the individual is 
no longer considered contagious.  While lesions may remain for several weeks, healing usually 
occurs without need of intervention or indication of permanent skin changes.  However, likely 
due to genetic makeup and a subsequent predisposition to scarring, women do report 
pigmentation alteration and scarring more frequently than men (Schafer et al., 2019).  
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Diagnosis 
Clinical presentation with a positive history of previous varicella infection or vaccination 
is typically adequate for the diagnosis of uncomplicated herpes zoster (Schafer, 2019).  Further 
evidence of a prodromal phase with zoster-segmented pain assists with a clinical diagnosis.  
Even in the pregnant patient suitable symptomology is usually sufficient for proper 
identification, as common differentials do not manifest with the unique characteristics 
aforementioned.  One exception to easy differentiation is herpes simplex virus (HSV) (Hayward 
et al., 2016).  
Similar to HZ, HSV infection involves vesicular lesions which may occur in a 
dermatomal distribution (Schafer et al., 2019).  In cases of recurrent lesions or atypical 
presentation, HSV screening may be warranted.  Moreover, suspected HZ infection in a known 
immunocompromised pregnant mother, such as a mother with known human immunodeficiency 
virus (HIV), necessitates additional diagnostic measures to be utilized (Hayward et al., 2016).  
Polymerase chain reaction (PCR) testing, direct fluorescent antibody (DFA) testing, 
enzyme-linked immunosorbent assays (ELISA), and viral culture are current appropriate 
diagnostic techniques. PCR is the preferred method of diagnostic testing for HZ as it is more 
rapid and highly specific when compared to conventional culture techniques (Albrecht & Levin, 
2019). PCR testing also allows for no cross-reactivity when tested against several other viruses.  
This mode of testing can utilize lesions of all stages of the disease, including late-stage ulcers 
and crusts, and is often the only test necessary for confirmation of HZ.  However, if antiviral 
drug resistance is needed to guide treatment decisions for an individual who is known to be 
immunocompromised, PCR should be used in tandem with viral culture (Albrecht & Levin, 
2019).   
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DFA testing with viral culture can be used for diagnosis when PCA is not available, 
however time and quality of specimen are often limiting.  While DFA testing can provide results 
in about two hours, specimen can only be collected from blistered or recently ruptured vesicles 
(Albrecht & Levin, 2019). Varicella zoster virus culture isolation not only requires prolonged 
incubation time, but sensitivity of the culture is highly dependent on the age of the lesion 
sampled (Albrecht & Levin, 2019).  Lesions that are closer to healing will likely contain less 
virus for an appropriate specimen.  Additionally, if antiviral therapy has been initiated there is a 
risk of the culture resulting falsely negative.   
ELISAs use serological evidence of anti-VZV immune globulin M (IgM) and immune 
globulin A (IgA) antibodies to diagnose the reactivation of VZV; these markers are elevated in 
the blood regardless of the presence of active lesions (Hayward et al., 2016).  As such, this assay 
is helpful in confirming the diagnosis of HZ in the prodromal stage when most patients consult 
their provider, prior to the development of vesicular lesions.  Additionally, serology may provide 
useful information for the provider when determining course of treatment, as there have been 
clinically noted correlations between high pain score with high viral load (Hayward et al., 2016).  
Treatment 
Treatment for uncomplicated herpes zoster often includes antiviral and analgesic 
medications.  Goals of antiviral treatment for pregnant and non-pregnant individuals with HZ 
include healing of current skin lesions; prevention of new lesion formation; reduction of 
transmission risk via decreased viral shedding; lessening the severity and duration of pain; and 
prevention of postherpetic neuralgia (Albrecht, 2018).  While some practitioners may forego 
antiviral treatment for patients with mild zoster, treatment is recommended for all pregnant 
women regardless of the number of lesions.   
HERPES ZOSTER IN PREGNANCY 13 
 The FDA has approved three antiviral medications for the treatment of HZ, acyclovir 
(Zovirax), Valacyclovir (Valtrex), and famciclovir (Famvir) (Hayward et al., 2016).  Acyclovir is 
the medication of choice for the treatment of HZ in pregnancy as this agent is the most studied.  
Due to low bioavailability, dosing is frequent for seven-to-ten days; 800 mg, oral, five times 
daily (Albrecht, 2018). Valacyclovir, a prodrug of acyclovir, is the next choice of treatment for 
zoster in pregnancy, specifically if the frequent dosing of acyclovir is troublesome to the patient. 
Due to increased serum levels and a longer half-live, valacyclovir is dosed less frequently for 
seven-to-ten days; 1 gm, oral, three times daily (Hayward et al., 2016).  Regardless of the agent 
used, the most efficacious results are noted when treatment is initiated less than 72 hours 
following the first eruption of lesions.   
Currently, there are no clinical trials which evaluate efficacy and safety profile of specific 
antiviral agents for HZ in pregnant women, however treatment of other infections suggests these 
agents to be safe during pregnancy (Albrecht, 2018).  Hayward et al., reference studies which 
suggest little risk to the fetus when antiviral agents are used antenatally (2016). Acyclovir 
specific use, studied retrospectively via the CDC pregnancy registry, found that major birth 
defects of 596 pregnancies exposed to the antiviral agent in the first trimester was 3.2 percent, 
consistent with the typical population risk (Hayward et al., 2016).   
Steroids. The use of steroids in conjunction with antiviral agents for the treatment of 
acute pain and shortened duration of zoster in pregnancy remains controversial. Hayward et al., 
discuss the findings of several trials with outcomes suggesting modest benefit of glucocorticoids 
in HZ regarding the healing of lesions and improved quality of life, while also citing a meta-
analysis of controlled trials which findings did not afford any benefit of combination therapy 
(2016).  The importance of possible known side effects of steroids, which would be detrimental 
HERPES ZOSTER IN PREGNANCY 14 
in pregnancy to the mother or fetus, should be considered by the provider.  Inadequate glycemic 
control, increased risk of secondary bacterial skin infection, and increased risk of cleft lip/palate 
in a developing embryo are risks that must be weighed against the benefit steroids may provide 
in healing.  While Hayward et al. (2016), suggests combination therapy of parenteral antivirals 
and corticosteroids may be necessary in the immunocompromised pregnant women, Albrecht 
(2018) and Schafer et al. (2019) state specific recommendations against such treatment.  
Analgesics. Acetaminophen (Category B) is used as the first line medication for pregnant 
women seeking relief from acute neuritis associated with HZ (Shah, Banh, Koury, Bhatia, Nandi, 
& Gulur, 2015).  While nonsteroidal anti-inflammatory drugs (NSAIDs) are often used as the top 
analgesic in individuals with zoster, such agents are contraindicated throughout pregnancy due to 
anti-prostaglandin and platelet inhibition effects.  NSAIDs are also classified as a Category C 
medication in the third trimester of pregnancy due to the risk of premature closure of the fetal 
ductus arteriosus (Shah et al., 2015).  
For pregnant women who are experiencing severe, unrelenting pain from HZ the 
practitioner may consider a low-dose, short-term opioid medication (Shah et al., 2015).  While 
prescribed usage is rare in pregnancy, properly monitored opioids may provide relief of acute 
neuropathic pain (Schafer et al., 2019). The provider should consider known fetal risks, such as 
withdrawal, prior to prescribing such medications.  However, most opioids are classified as 
Category B medication, with the exception of codeine which holds a Category C classification 
(Shah et al., 2015).  
Anticonvulsants and antidepressants, while occasionally prescribed to the general public 
for analgesic relief of HZ, are not recommended during pregnancy.  While anticonvulsants, such 
as Gabapentin, have not yet been classified within the FDA Pregnancy Classification System, 
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reports of neural tube defects, mental deficits, and craniofacial malformations have been 
observed in infants born to mothers with epilepsy who have taken these agents antenatally (Shah 
et al., 2015). Antidepressants are classified as Category D medications, and should not be 
prescribed for analgesia in pregnancy.   
Comfort Measures. Cool, wet compresses applied to a zoster eruption may provide 
adequate relief of pain and pruritis for a pregnant woman who does not want to utilize 
pharmacologic measures (Schafer et al., 2019).  Additionally, submersion in a lukewarm bath 
with colloidal oatmeal has been known to offer some relief.  Utilizing topical salves, lotions, and 
creams, such as calamine, pramoxine, or menthol can provide relief to inflamed, itchy skin 
(Schafer et al., 2019).  
Complications 
Although rare, serious complications can arise from herpes zoster during pregnancy.  
Some complications associated with HZ may be appropriately managed by the provider caring 
for the pregnant women, with treatment involving intravenous antivirals and increased 
monitoring (Schafer et al., 2019).  However, more severe complications, or those which pose 
significant risk to the mother or fetus should be referred to the appropriate medical specialist.    
Postherpetic Neuralgia.  Postherpetic neuralgia (PHN) afflicts 10-15 percent of 
individuals following HZ, pregnant or not (Schafer et al., 2019).  PHN is diagnosed clinically 
when significant pain persists for longer than 30-90 days after resolution of lesions, in the 
affected dermatome.  Sensory symptoms, such as numbness, pruritis, dysesthesia, and allodynia 
may persist in the area associated with previous zoster lesions (Albrecht & Levin, 2019).  As 
aforementioned, low-dose, short-term doses of Category B opioids may be prescribed antenatally 
for a women experiencing PHN.  However, opioids are considered a third-tier agent for the 
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treatment of PHN, as the efficacy for treatment may be outweighed by the risk of physical 
dependence, addiction, tolerance, and overdose (Ortega, 2019).  Pregnant women who are 
experiencing severe PHN, not well managed by therapies considered safe during pregnancy 
should be referred to a pain management specialist.  
Cranial Nerve Complications.  As any dermatome may be affected by HZ, viral 
reactivation may impact the cranial nerves.  Zoster ophthalmicus, in which zoster affects the 
trigeminal nerve, occurs in about 10-20 percent of HZ cases (Hayward et al., 2016).  Regardless 
of pregnancy status, women experiencing changes to their vision require immediate referral for 
evaluation by an ophthalmologist.   
Herpes zoster oticus, also known as Ramsay Hunt syndrome, occurs when HZ affects the 
vestibulocochlear nerve (Albrecht & Levin, 2019).  Multiple cranial nerves may be 
simultaneously impacted by this syndrome, including the trigeminal, glossopharyngeal, and 
vagus nerves.  The presentation of this zoster includes, ipsilateral facial paralysis, ear pain, and 
vesicles in the auricle or auditory canal (Albrecht & Levin, 2019).  Women experiencing any of 
these symptoms should be immediately referred for prompt evaluation by a neurologist.   
Secondary Bacterial Infection.  Secondary infections caused by bacterial infiltration of 
zoster lesions are typically noted in individuals who are immunocompromised.  While pregnancy 
is considered a state of altered immunity, secondary bacterial infections are not a common 
complication associated with zoster in pregnant women (Albrecht & Levin, 2019).  Moreover, 
should a pregnant woman, who was otherwise suspected to be healthy, presents with zoster as 
well as a secondary bacterial infection further immune health work-up would be warranted.  
Treatment of antenatal secondary bacterial infections involve oral antibiotic therapy with 
staphylococcal or streptococcal covering agents; topical antibiotics may be required for severe 
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infections (Albrecht & Levin, 2019).  While antibiotics can often be used in combination therapy 
for the general public, the prescribing provider should ensure the antibiotic is safe in pregnancy 
(Schafer et al., 2019).  
Congenital Varicella Syndrome.  Congenital Varicella Syndrome (CVS) may occur 
when a pregnant women is infected with VZV between 8 and 20 weeks’ gestation (Johnson, 
2019).  This syndrome is associated with a 30 percent mortality rate in the first few months of 
life; infants born with CVS also carry a 15 percent risk of developing herpes zoster in the first 
four years of life (Riley, 2020). Characteristics of CVS in a neonate may include, hypoplastic 
limbs, cortical atrophy, seizures, dermatome-patterned cutaneous scars, nystagmus, cataracts, 
chorioretinitis, microphthalmos, optic nerve atrophy, mental retardation, microcephaly, or 
hydrocephalus (Johnson, 2019).  
While rare, CVS has been generally associated with infants born to mothers exposed to 
primary VZV (Hayward et al., 2016).  The development of CVS in an infant whose mother 
experienced an active zoster during pregnancy remains inconclusive.  Ahn et al., cite two cases 
of women who were diagnosed with active zoster antenatally and delivered infants who were 
subsequently diagnosed with CVS (2016). However, Hayward et al., pose the clinical 
complications in these cases were more likely due to maternal viremia of an 
immunocompromised mother rather than localized infection  (2016). Four additional studies 
examining the association of HZ with CVS demonstrated no clinical correlation or substantiated 
adverse outcomes (Hayward et al., 2016). Therefore, it is clinically surmised maternal localized 
zoster harbors no increased risk of in-utero exposure to VZV and subsequent birth defects 
(Hayward et al., 2016).    
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Immunization & Prevention 
Pregnant women should be evaluated for varicella immunity through a health history 
inclusive of previous varicella vaccination or primary infection.  If a pregnant patient is unsure of 
her history regarding varicella, immunity can be established using varicella IgG serology 
(Schafer et al., 2019). It is important to consider that standard prenatal care does not require 
confirmatory serologic testing of varicella immunity, however proven previous exposure may 
help validate the diagnosis of HZ in cases with atypical presentation.   
As previously mentioned, vaccinations for varicella and herpes zoster have been well 
established and are considered safe for use in the general population.  However, use of these 
vaccinations in pregnancy is not recommended.  The live attenuated varicella vaccine, Viravax, 
is not recommended antenatally  (Riley, 2019).  The live nature of the vaccine poses a theoretical 
risk of inducing congenital varicella syndrome in the growing fetus.  If a pregnant woman is 
found to lack varicella immunity, recommendations state she should receive the varicella 
vaccination immediately following delivery (Riley, 2019).  The second dose can safely be 
administered at the six-week postpartum visit.   
Similar to the recommendations for the varicella vaccine, both available zoster vaccines 
are not recommended during pregnancy (Yawetz, 2020).  Zostavax, the live zoster vaccine, 
presents the same fetal congenital risks as the live varicella vaccination.  The adjuvanted 
recombinant zoster vaccine, Shingrex, lacks a well-established safety profile and should be 
deferred until after delivery (Yawetz, 2020).  The second dose of Shingrex may be administered 
two-to-six months following the first dose.   
 Postexposure prophylaxis.  Nonimmune pregnant women who have been exposed to 
VZV via varicella or herpes zoster should receive immune globulin postexposure prophylaxis.  
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Varicella zoster immune globulin, Varzig, is a purified IgG preparation made from human 
plasma containing high concentration of anti-VZV antibodies (Lachiewicz & Srinivas, 2019). 
Recommendations for the administration of varicella zoster immune globulin state the IgG 
preparation should be given as soon as possible following exposure.  Preferably administration 
occurs within 96 hours, but can be given up to 10 days following known exposure (Lachiewicz 
& Srinivas, 2019).  Individuals requiring postpartum vaccination for varicella are eligible for 
immunization five months after receiving the immune globulin (Yawetz, 2020).  
Learning Points 
 
o Herpes zoster impacts an estimated 1 in 20,000 pregnancies in the United States, 
annually.  
 
o Treatment with antiviral agents antenatally is generally deemed safe, and can be 
prescribed by the provider caring for the pregnant mother. Efficacy of treatment is noted 
within 72 hours, post exposure.  
 
o Postexposure prophylaxis, via varicella zoster immune globulin, should be administered 
to a pregnant woman at any stage of pregnancy if exposure to varicella or herpes zoster 
occurred.  Efficacy of treatment is noted with 94 hours to 10 days, post exposure.  
 
o Serious herpes zoster complications in pregnancy, while rare, often require specialty 
medical management   
 
o In otherwise healthy pregnant women, a diagnosis of herpes zoster may warrant 
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